We present a case of post-cesarean delivery, nonclostridial endomyometritis in which uterine (myometrial) gas formation raised concern for myonecrosis and need for hysterectomy. The patient fully recovered without surgery. Myometrial 
ostpartum endomyometritis develops in 27% to 85% of patients undergoing cesarean delivery. This is in marked contrast to patients undergoing vaginal delivery in whom the rate is less than 2.5%. In contrast to abortion-associated pelvic infections, the management of postpartum endomyometritis is primarily medical with surgical intervention only occasionally required, z We present a case of post-cesarean delivery endomyometritis complicated by prolonged fever, abdominal abscess, and myometrial gas formation in which the need for emergency hysterectomy was no evidence of the pericolic abscess and resolution of the myometrial gas accumulation (Fig. 2 ).
DISCUSSION
Gas formation within the uterine wall of a patient with endomyometritis such as we present is an alarming finding and raises the spectre of uterine myonecrosis requiring hysterectomy. Most experience with this complication comes from patients presenting with severe uterine infections resulting from self-induced abortions. In such cases severe life-threatening disease was due in large part to local uterine trauma and devitilized tissue which favored rapid proliferation of endogenous organisms including C/ostridium perfringens. 3, 4 In general, laparotomy with possible hysterectomy has been recommended for patients with septic abortion if sepsis and clinical deterioration continue despite aggressive medical therapy and uterine curettage, the uterus is necrotic and perforated, clostridial sepsis (especially with hemolysis is present, or if there is radiographic evidence of air within the uterine wall. s Considerably less experience is available with patients having uterine myometritis and local gas production following vaginal or cesarean delivery.
Two such patients were reported recently, both infected with C. perfringens and with full recovery without hysterectomy in each case. 6 Our case differs with gas production in the myometrium developing from a polymicrobial infection involving aerobic and nonclostridial anaerobic enteric organisms (Table 1) . Of note, gas production has been reported previously secondary to soft tissues infections with Escherichia coli, Klebsiella, and perhaps other facultative bacteria. 7, 8 Despite the ominous appearance of the pelvic CT scan and the previous reports advocating hysterectomy, at least in patients with septic abortion and uterine gas, we elected not to perform surgery. The primary reason for this decision was our patient's overall clinical status. She was hemodynamically stable, ambulatory, lucid, and had only mild to moderate pain. Her complete recovery with disappearance of myometrial gas following a one month course of antibiotics supports this approach in selected patients. We conclude that local myometrial gas formation accompanying endomyometritis may be insufficient reason for hysterectomy in postpartum patients who are otherwise clinically stable.
